
 
 

 
 
 
 
Dear Patient: 
 
The providers and staff of Women to Women, PC would like to take this opportunity to welcome you to 
our practice.   We anticipate you may have many questions about your condition, what to expect from 
your visits with us and how we will work with your other health care providers.  It is our belief, that by 
working together we may achieve the best possible outcome for you.  We are happy to assist you to ensure 
you receive the most comprehensive, up to date treatment in an environment that fosters understanding, 
compassion, consideration and respectful care. 
 
We feel open and effective communication is essential in ensuring a pleasant experience with our practice. 
As such, we have prepared the Patient Rights and Responsibilities" and Office Procedures/Patient 
Financial Responsibilities documents to assist you in understanding how our practice works and how you 
may best work with us.  We have also included an article Understanding Your Insurance Coverage to 
assist you with insurance related issues.  We encourage you to familiarize yourselves with these materials.  
Please feel free to seek assistance from our Staff, should you have questions regarding these documents. 
 
To facilitate your  first visit to our  practice, please complete and sign the Health History Form, the 
Acknowledgment of Receipt of the Patients Rights and Responsibilities Form, and the patient 
Registration Form.  Please br ing these completed forms along with your  insurance card and photo 
identification 15 minutes ear ly for  your  first appointment, so that we may prepare your  medical 
record. 
 
We are pleased and honored you have chosen our practice.  Thank you for placing your trust and 
confidence in us.  We look forward to assisting you in your care. 
 
 
Sincerely, 
 
 
Women to Women, PC 
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Andrea E. Williams, M.D., M.P.H., F.A.C.O.G.
Gwendolyn P. Cobbs, M.D., F.A.C.O.G

Sandra Caskie, M.D., F.A.C.O.G
Danielle A. Holmes, M.D.

Kristen Sheridan, F.N.P. – B.C.
www.womentowomenobgyncare.com 
 



 
 

 
 
 
 

PATIENT RIGHTS AND RESPONSIBILITIES 
 
We believe that healthcare delivery is a partnership between provider and patient.  In that spirit of 
cooperation, we are committed to providing with you information to assist you as we work together to 
facilitate your care.  As a patient of Women to Women, PC, you have the r ight to: 
 
1.   Receive considerate and respectful care at all times. 
2.  Expect that your interactions with our office and information related to your care will be handled 

confidentially. 
3.  Obtain complete and current information concerning your medical condition, explained to you in 

terms that can be easily understood. 
4.  Participate in decisions regarding your care and treatment. 
5.  Receive information about the Practice and your rights and responsibilities as a patient. 
6.  Know the identities and professional status of the staff assisting or treating you. 
7.  Expect reasonable safety in so far as medical services and environment are concerned. 
8.  Be accompanied by an individual/chaperone during medical appointments, tests and treatment. 
9.  Bring forward issues surrounding your care or treatment, without fear of retribution or 

discrimination and expect issues to be fairly investigated, with follow up/resolution in a timely 
manner. 

10.  Receive, with written permission from you or your authorized representative, access to your 
medical records and any information that pertains to you, except as required or permitted by law. 

11.  Refuse treatment, providing you accept the responsibility and consequences of your decision. 
12.  Receive an explanation of your bill, regardless of the source of payment. 
 
As a patient of Women To Women, PC you are asked to: 
 
1.   Provide your health care professional with accurate and complete information regarding your 

personal health, medical history and changes in your condition. 
2.  Maintain your relations with other treating physicians. 
3.  Keep scheduled appointments or cancel with as much advance notice as possible. 
4.  Follow the instructions and treatment plan recommended by your health care professionals. 
5.  Speak with your health care professional should you have questions or if you do not understand or 

agree with your medical treatment. 
6.  Take responsibility for your health by actively engaging in behaviors which will promote a healthy 

lifestyle. 
7.  Familiarize yourself with and adhere to the Practice’s “General Office Procedures and Patient 

Financial Responsibilities.”   
8.  Understand your financial responsibilities related to your care and treatment and maintain a current 

account with the Practice. 
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Patient Demographics 
 

Patient’s Name (Please Print)     S.S. #  Marital Status 

S M W D Sep 

Date of Birth 

__/___/___ 
Pharmacy #_ 

Age 

 

Referred by 

 

 Address 

 

City, State 

 

Zip Code 

 

Best Contact# 

Home# 

Patient’s Employer Occupation How Long 
Employed 

Bus./Cell Phone #/Ext. # 

Email:   

Employer’s Address City, State Zip Code 

Drug Allergies Primary Care Physician 

Spouse/Guardian’s Name S.S. # Date of Birth    __/___/___ 

Spouse/Guardian’s Address  City, State Zip Code Home Phone # 

Business Phone#  

Emergency Contact Name Emergency Contact# Emergency Alternate# Relationship 

Responsible Par ty 

___ Self       ___ Spouse (listed above)       ___ Guardian (please complete below) ___ Other  (I f “ other ,”  please complete below) 

Name (Last, First, M.I) Relationship 

Address S.S. # D.O.B. ___/___/___ 

Employer Daytime Phone 

Insurance Information 

Do you have health insurance? Y N (If yes, please complete the following) 

Pr imary Insurance Carrier Primary Insurance Effective Date:  ___/___/___ 

Policy No. (ID No.) Group No. 

Insurance Company Address City, State Zip Code Phone 

Name of Policy Holder D.O.B. ___/___/___ Relationship 

Secondary Insurance Carrier (We do not submit to secondary carriers; we use this info. to determine which one is  primary)  

Policy No. (ID No.) Group No. Effective Date:  ___/___/___ 

Insurance Company Address City, State Zip Code Phone 

Name of Policy Holder Relationship 

Patient Author ization 
I hereby authorize the office of Women To Women, PC to release information acquired during the course of my examination and treatment 
to the Health Care Financing Administration and its agents, or any other third-party carrier as necessary to secure payment of any benefits 
due me.  I hereby assign payment of said benefits to include Medicare benefits directly to Women To Women, PC.  I understand that I am 
responsible for all charges regardless of insurance status as well as any associated costs for collection should such action become necessary.  
I agree that this authorization shall be valid until rescinded in writing or replaced by one of a later date.  A photocopy of this assignment 
shall be considered as valid as the original.  I have read the above and fully understand the terms thereof.  
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Patient Medical History 

Patient Name Date of Bir th Age       Today’s Date: 
 

�  New Patient                     �  Established Patient                    �  Consultation                              
Reason for  visit: 
 
Current Medications:   
Name/Dosage 
1. 

 
Name/Dosage 
3. 

2. 4. 

Please Circle if You Have Had Any of the Following: 
Endometr iosis                      Cancer                         Asthma                                          Ur inary Tract Infections        Lupus                                           
Uter ine Fibroids                   Thyroid Disease        HIV                                                Depression                               Hepatitis 
PCOS                                     I r r itable Bowel         M igraine Headaches                    Hear t Attack                           AIDS 
Bladder  Incontinence          Diabetes                      High Blood Pressure                    Seizures 
OTHER: ___________________________________________________ 
Have you ever  used the following: 
Smoke Cigarettes: �  Yes  �  No                Dr ink Alcohol: �  Yes  �  No             Mar ijuana, cocaine, etc.: �  Yes  �  No    
Currently: �  Yes  �  No                             Currently: �  Yes  �  No                    Currently: �  Yes  �  No                      
 Do you exercise at least three days a week?  �  Yes      � No 
 Are you allergic to any medications?  �  Yes (I f yes, list below)     � No 
 
Hospitalization History:  Please list any hospital admissions or  operations you have had: 

Date Procedure Reason for  Surgery or  Hospitalization 
   
   
   
Family History:  Please list relatives with the following medical problems: 
Hear t Disease (High Blood Pressure, Stroke, Hear t Attack) ______________________________________________________ 
Diabetes _________________________  Thyroid Disease ________________________ Breast Cancer  ___________________ 
Other  Cancer  (what type)                                                                                            Osteoporosis  
Obstetr ical History:  Please list ALL pregnancies (including miscarr iages and abor tions) 

Date Weeks 
Pregnant 

WT Sex Vaginal or  
C-Section 

Hospital Complications 

       
       
       
       
Gynecological History: 
Date of last Pap smear : ________________________________ Date of last mammogram: _____________________________ 
Date of abnormal Pap Smear : __________________________  Date of last DEXA SCAN: _____________________________ 
Results: _____________________________________________   
Treatment: __________________________________________ 
 
Date of last NORMAL per iod: ____________________ How many days do you bleed? _____ Are you menopausal? _______ 
Age at first per iod? _________ Do you bleed in between per iods? ______ Do you get hot flashes? ________ 
How often do you get your  per iod? ______ Do you have pain with your  per iods? ______ Night Sweats? _______ 
 
Have you ever  had intercourse? �  Yes  �  No                  Heterosexual ______ Homosexual ______ Bisexual _______ 
Are you having pain with intercourse? �  Yes �  No       Are you having bleeding after  intercourse? �  Yes �  No  
Have you ever  had the following: 
Chlamydia: ______  Gonorrhea: ______ Herpes: _____ PID: _____ Genital War ts (HPV): _____ Syphilis: _____  
HIV: _____ Tr ichomonas:  _____ 
 
Have you ever  been sexually assaulted? �  Yes �  No         Has your  par tner  verbally or  physically abused you?  �  Yes �  No 
Contraceptive History: 
What method are you using now? ___________________________________________________________________________ 
What methods have you used in the past?  
 
Patient Signature:                                                                                                               Date:                                                           
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